
Attachment C 

STATE OF CONNECTICUT 

DEPARTMENT OF PUBLIC HEALTH 

 

PRIMARY STROKE CENTER DESIGNATION 

APPLICANT CERTIFICATION OF INFORMATION 

 

 

The hospital Chief Executive Officer must sign the following certification. 

 

 

 

 

 

 

I certify the information contained in this application for designation as a Primary Stroke 

Center is accurate and valid. 

 

 

 

 

________________________________  ____________________________ 

  Signature      Date 

 

 

 

________________________________ 

 Typed or printed name 

 

 

________________________________ 

  Title 
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